RESULTS: 330 of 414 (79.7%) of eligible patients completed the BSS-R and were included in the analysis. There was no significant difference in birth satisfaction by maternal age, BMI, starting Bishop score, or induction agent. Self-identified Black women were more likely to be unsatisfied than White women (54.0% vs. 37.2%, p¼0.037), nulliparas were more likely to be unsatisfied compared to multiparas (54.2% vs. 40.9%, p¼0.019), and women whose labor resulted in a cesarean delivery were more likely to be unsatisfied than women with a vaginal delivery (67.4 vs. 42.3%, p<0.001). Additionally, increased labor length quartile was associated with decreased satisfaction (p¼0.003). This trend held true even for women that had a vaginal delivery (Figure) . In multivariable analysis, race, mode of delivery and labor length quartile remained independent risk factors for decreased satisfaction. CONCLUSION: Black race, nulliparity, cesarean delivery, and increasing labor length were identified as risk factors for decreased birth satisfaction among induced women. Safe methods to reduce labor length in IOL should be explored as a means to improve birth satisfaction.
1033 Pregnancy after bariatric surgery, effect of personalized tailored nutrition on dietary intake and pregnancy outcomes
Shir Araki
Faculty of Nutritional sciences, Tel-Hai College, Upper galilee, Israel, Kiryat Shmona, contact province, Israel OBJECTIVE: Nutritional challenges following bariatric surgery can intensify during pregnancy and may have an effect on the mother and fetus. We examined the effect of nutritional counseling given during pregnancy on maternal diet quality and eating habits, as well as on the neonatal outcomes of post-bariatric surgery pregnancies. STUDY DESIGN: AA non-randomized, intervention-controlled clinical trial involving 61 women divided into three groups: Post-Bariatric Intervention -Prospective (PBI-P), Healthy Control -Prospective (HC-P), and Post-Bariatric Control -Retrospective (PBC-R). The intervention program included biweekly meetings with a bariatric dietitian certified in pregnancy nutrition counselling. For the prospective groups, data collection was performed 5 times during the pregnancy, and included a validated eating habits questionnaire, 24h dietary recall and perinatal outcomes. For the retrospective group, data collection was performed once, after delivery. RESULTS: FigurNo significant differences were found between the groups at baseline, except for pre-pregnancy BMI, which was higher in the post-bariatric groups. The HC-P group consumed a higher amount of dietary protein, energy and iron than did the PBI-P group (p<0.05). No statistically significant differences in dietary calcium and vitamin B12 intake were demonstrated between the study groups. Iron and calcium consumption from food and supplements combined was higher in the PBI-P than the HC-P group (Figure 1 ). Mean birth weight was lower in the PBC-R than the HC-P group, 27 th vs. 43 th percentile (p<0.05). However, in the PBI-P group, the mean birth weight was higher than that of the PBC-R group (35 th vs. 27 th percentile) ( Figure 2) . The difference between the intervention and healthy group was not statistically significant. Mean weight gain during pregnancy was not significantly different between the groups. Yet, among the PBC-R group, weight change measures varied widely such that weight loss was observed during pregnancy for some, and high weight gain for others. CONCLUSION: Overall, this research showed that a personalized nutritional follow-up during post-bariatric pregnancy may contribute to improved micronutrient intake and quality of diet; this could explain the higher birth weight. preterm birth. In this study, we compared between transabdominal and transvaginal CL measurement in order to establish practical recommendations for CL screening following routine mid-trimester anatomy scan. STUDY DESIGN: CL measurements were performed at 20-24 weeks' gestation, from January 2017 until April 2018, immediately after fetal anatomy scan. CL measurements were obtained transabdominally before (full bladder), and transvaginally after (empty bladder) voiding. The differences in CL and duration of transabdominal and transvaginal measurements were compared between the groups and adjustment was made for maternal age (MA), and body mass index (BMI). RESULTS: 468 women carrying a singleton pregnancy gave their informed consent to participate in the study. The overall duration for the fetal anatomy scan was 27AE5.3minutes. The duration of CL measured transabdominally was significantly shorter than the duration of CL measured transvaginally (6.9AE1.38min vs. 0.46AE0.3min, P<0.001). Difficulty in demonstrating the cervix transabdominally has been noted in 39 women (8.3%). The CL measured transvaginally was significantly longer than the CL measured transabdominally (42AE7.5mm vs 37.34AE6.8mm, p<0.001). The differences between the groups were unrelated to maternal age or BMI. All women whom transabdominal measurements of CL were above 35mm (66% of patients) had transvaginal CL above 25mm (98.2% of patient) (Fig 1) . CONCLUSION: Transvaginal measurement of CL is associated with discomfort and embarrassment. Additionally, the transvaginal measurement is a time-consuming procedure with a significant prolongation of fetal anatomy scan compared with the transabdominal approach. Therefore, transabdominal measurement of CL should be offered as an initial tool for cervical length screening. Transvaginal measurements of CL should be reserved for high-risk women (who had preterm delivery in the past), when there are difficulties in demonstrating the cervix abdominally, and for women with transabdominal measurements of less than 35mm.
1035 Five years' experience with universal preterm birth screening using transvaginal ultrasound for cervical length measurement We performed a retrospective analysis of patients with nonanomalous singleton gestations diagnosed with short CL in our tertiary medical center between Oct 2012 and Dec 2017 identified through our universal screening program. Screen positive was defined as CL <25mm in women at high risk (HR) for PTB, based on their obstetrical history, and <20mm for those considered low risk (LR). Program acceptance, screen positive rates, and gestational outcome were evaluated. The HR group was compared to LR for maternal, gestational and neonatal outcome data. RESULTS: During the study period 25,939 of 27,952 (92.8%) women who had 2 nd trimester anatomy scans elected CL screening. 430 (1.66%) patients were deemed screen positive: 135 (0.52%) in the HR group (CL <25mm) and 295 (1.14%) LR (CL <20mm). LR women were younger (29 vs 30.5 yrs., p¼0.018) and had lower gravidity (3 vs 5.4, p<0.001) and parity (0.56 vs 1.75, P<0.001) than HR. There was no difference in gestational age at diagnosis, ethnicity, or BMI. 181 (42%) delivered <37 weeks. 19/135 HR women (14%) were receiving 17-Hydroxyprogesterone. HR women used vaginal progesterone and cerclage equally (28%) and LR women used vaginal progesterone (55%) more frequently than cerclage (18%).Groups were similar for gestational age at birth (34w1d HR vs 34w0d LR, p¼0.78), neonatal death (6.67% HR vs 10.2% LR, p¼0.22) and admission to NICU (29% HR vs 27% LR, p¼0.76) but HR neonates had higher rates of necrotizing enterocolitis (6% vs 0.3%, p<0.001). The mean CL was shorter in the women who received cerclages (1.19 vs 1.66, P<0.001) and they were more likely to be high risk gravidas (P<0.001). There was no difference in neonatal outcomes between women using vaginal progesterone vs cerclage. CONCLUSION: Universal screening for PTB using transvaginal ultrasound for CL at time of 2 nd trimester anatomy scan is highly acceptable to patients. Over two thirds of screen positive patients were considered low risk for PTB and would not have otherwise been identified and eligible for PTB preventative interventions.
